Aim: Mental Health workers bear responsibility for preventing suicide in their client group. Survey studies have indicated that staff can be seriously adversely affected when a client suicides. The aim of the current study is to describe and evaluate the effects on mental health (MH) workers of their ongoing role in managing suicidal behaviours and to identify the thoughts and feelings associated with this role. Method: A survey was administered to 135 MH workers via an on-line self-report vehicle. The survey comprised standardised measures of anxiety and burnout as well as a questionnaire developed for this study concerning perceptions and attitudes to suicide and suicide prevention. Results: Factor analysis of 12 retained items of the questionnaire identified three factors: 1) preventability beliefs (beliefs about suicide being always and/or permanently preventable); 2) associated distress (stress/anxiety about managing suicidal behaviour); and 3) the prevention role (covering views about personal roles and responsibilities in preventing suicidal behaviours). Analysis of these factors found that many MH workers experience an elevation of stress/anxiety in relation to their role in managing suicidal behaviours. This distress was associated with the emotional exhaustion component of burnout. Measures showed adverse responses were higher for outpatient than inpatient workers; for those who had received generic training in suicide prevention: and for those who had experienced a workplace related client suicide. Conclusion: There is a need for the development of appropriate self-care strategies to alleviate stress in MH workers exposed to suicide.
the way such events are scrutinised and generates unfair reflections on the integrity and professionalism of the MH workers (Pridmore et al., 2006) . These expectations may serve to inculcate a belief in patients, in relatives and advocates, and in the legal services, that suicide is frequently the result of inadequate risk assessments within MH services (Mulder, 2011) .
The universal concern about suicide, and the accompanying desire to prevent it, may mean that workers in MH settings carry a high level of burden on behalf of the broader community. This is likely to apply to the ongoing role of managing the suicidal behaviours of clients, whether or not these behaviours lead to an actual suicide event.
Consequently, the aims of the current study were as follows: 1) to identify the attitudes and opinions of MH professionals regarding their role in managing suicidal behaviours and develop and validate an instrument for evaluating these attitudes; 2) to assess the impacts of this role, with respect to stress and burnout, and the contributions of personal characteristics and experience; and 3) to survey current support and training needs.
Methods

Participants
Of approximately 500 invitations sent to MH professionals working within the Hunter New England Health MH Service, New South Wales, Australia, 138 (27.6%) staff responded. Three responses were excluded from analysis -one from an administrator, one from a MH promotion and prevention worker and one from a pharmacist -on the basis that their jobs did not involve day-to-day clinical management of MH clients. One participant did not complete the demographic questions (including those related to gender, age or years of work), however, they did complete the questionnaire and so their data were included in the analysis.
Materials
Participants completed an on-line Zoomerang survey (MarketTools, Inc., San Francisco), which included: demographic and work-related questions; a locally devised questionnaire investigating the effects on MH workers of working with client suicidality, and their attitudes to this role; and two standardised scales -the Maslach Burnout Inventory -Human Services Survey (MBI-HSS) (Maslach & Jackson, 1981; Maslach et al., 1996; Kalliath et al., 2000) ; and the State version of the State-Trait Anxiety Inventory (STAI-S) (Spielberger, 1983; Iwata et al., 1998) .
The MBI (HSS version) comprises 22 questions related to three aspects of burnout: emotional exhaustion; depersonalisation (indicating impersonal, uncaring responses to recipients of service); and personal accomplishment -measuring sense of competence and achievement at work. To contextualise the State Anxiety assessment, participants were asked to recall a recent event of managing client suicidality and to write responses to a series of questions about that event (primarily to aid recall). They were then asked to complete the 20 items of the STAI-S.
The questionnaire assessing the views of MH workers about their role in suicide prevention included a mixture of items and response options, covering four broad areas: 1) the predictability and preventability of suicide (informed by questionnaires developed by Alexander et al. (2000) and Dewar et al. (2000) ; 2) responsibility for preventing suicide; 3) their role in managing suicidality and any stress or anxiety experienced while working with suicidal clients, and 4) any training about suicide and suicide prevention that participants had received. The questionnaire also included some open-ended responses and supplementary questions for those workers who had experienced a client suicide.
Procedure
Approval for the survey was obtained from the Human Research Ethics Committee of the University of Newcastle and from the Hunter New England Area Health Research Ethics Committee (Approval Number: 10/06/16/4.04).
Permission was obtained from the copyright holders of the MBI and the STAI to transfer these instruments to an online format solely for the current study. Participants were recruited via email listings of Hunter New England MH Services and the participant information document was included as a PDF attachment to the email. A URL link provided in the email opened the online survey. The survey was available for completion for a period of four weeks. One general reminder email was sent out two weeks after the initial approach. The order of survey questions was as follows: questions seeking demographic information; the MBI; questions about participants' role in suicide prevention; recall of a recent event of managing suicidal behaviour; STAI-S; completed suicide event questions, then further questions.
Data Analysis
The Statistical Package for Social Sciences (SPSS version 17.0; Chicago, IL, USA) was used for data analysis.
There were four main components to the analysis: 1) descriptive analysis of participant characteristics and experiences; 2) examination of responses to the questionnaire items about suicide prevention roles and impacts, and derivation of factors and scores; 3) simple comparisons of aggregate scores on the standardised measures with data from normative samples; and 4) subgroup comparisons, based on personal characteristics and suicidality experiences, examining relationships with stress (STAI-S), burnout (MBI), and the factors derived from the suicide prevention questionnaire.
Results
Participant Characteristics
As shown in Table 1 , the participants (n = 135) covered a variety of workplaces and professional disciplines. There were 89 females (65.9%) and 45 males (33.3%), with 83 participants working in outpatient settings and 51 in inpatient settings (1 participant did not complete these questions). Participants ranged in age from 21 to 64 years (M = 44.8 years, SD = 11.1 years), while the number of years of working in MH services ranged from 0.66 to 45 years (M = 14.11 years, SD = 10.8 years).
Of the 135 participants, 95 (70.4%) indicated that they had experienced a client suicide, while 68 (50.4%) indicated that they had experienced a connection with suicide in their personal lives -none withdrew from the research.
Ninety-six participants (71.1%) had attended a training program on suicide prevention, while 38 (28.1%) had not, with one non-response. The majority of respondents (95, or 70.4%) stated that the increased risk of client suicide in their MH workplace was never indicated to them in training, job advertisements, duty statements or interviews; of the 40 (29.6%) to whom it had been suggested, only 14 had heard it in a training context. For the rest, the risk remained implicit or inferred. Ninety-seven (71.9%) responded "no" to the question "Have you ever received any training which informed you how to manage your own distress/concerns following the death of a client through suicide"; 37 (27.4%) had received such information. 
Measuring MH Workers Beliefs About Suicide Prevention Roles and Impacts
The questionnaire initially devised for this study was not designed for its psychometric properties so much as for its ability to extract pertinent responses from MH professionals about their attitudes, experiences and roles in suicide prevention. However, in the absence of other comparable, brief measures, we have used the data collected to help refine the measure down to a 12 item set, which we are happy to share with other researchers (see Appendix). The item selection and scoring routines are outlined below.
There were initially 19 Likert style questions asking about feelings of responsibility for suicide prevention, beliefs about predictability and preventability of suicide, and whether training influenced these views. Based on an examination of response distributions, item correlations, and some preliminary factor analyses, seven items were either dropped or combined. Some items were dropped because they had narrower response distributions and did not correlate as well with the set of items, relative to a close competitor item; for example, "In general, how predictable is the suicide of a client?" was dropped in favour of "In general, how preventable is the suicide of a client?" (Item 1) (both these items were originally used in a questionnaire published by Alexander et al., 2000) . Some items were largely redundant (e.g., enquiring both about current and potential circumstances), resulting in the selection of one version (e.g., Item 4), or they originally comprised sub-questions that could be expressed as a single question (Items 6 and 7). Some items were also dropped because they had moderate loadings on several factors in preliminary analyses (e.g., "Does your own anxiety about the potential for suicide ever influence the amount of detail you include in clinical notes?"). suggested that this was a reasonable solution; for example, the eigenvalue for the fourth factor was only 0.60 (or 5.0% additional variance explained). The correlations between these factors were: 0.11 (Factors 1 and 2); 0.46 (Factors 1 and 3); and 0.21 (Factors 2 and 3). In summary, the three identified factors were: 1) Preventability Beliefs, which assessed participants' beliefs about whether suicide is always or permanently preventable; 2) Associated Distress, which included stress/anxiety about managing suicidality; and 3) Prevention Role, which covered views about personal roles and responsibilities in preventing suicidal behaviours. Guided by the factor loadings in Table 2 Spielberger (1983) .
Anxiety and Burnout Among MH Workers -Normative Comparisons
The standard deviations also indicated slightly lower variance in distribution compared with other samples. Note. Normative samples -see Maslach, Jackson & Leiter, 1996. Relationships between the three factors derived from the suicide prevention roles and impacts questionnaire and the state anxiety and burnout scales were examined using Pearson's correlations. 
Comparisons Between Subgroups Based on Personal Characteristics and Suicidality Experiences
In view of the exploratory nature of the current study, several different (non-independent) binary subgroups were chosen for the major analyses, based on personal characteristics and suicidality experiences: gender (male/female); work location (inpatient/outpatient MH unit); connections with suicide in personal life (yes/no); any experience with a MH workplace related client suicide (yes/no); any formal briefing about increased risk of suicide in MH patients (yes/no); any experience of training in suicide prevention (yes/no); and any experience of training in managing your own distress in relation to client suicide (yes/no). Simple univariate analyses were conducted for each of these subgroup comparisons for the seven outcomes of interest, namely state anxiety (STAI-S), the three burnout (MBI) scales, and the three factors derived from the suicide prevention roles and impacts questionnaire. Mann Whitney U tests were employed for these analyses, considering the non-normal distributions of the continuous variables and the dichotomous nature of the predictor variables. Statistically significant subgroup comparisons for the state anxiety and burnout measures are reported in Table 5 , while those for the suicide prevention and roles factors are reported in Table 6 . As shown in Table 5 , male MH workers reported higher levels of Emotional Exhaustion and lower levels of Personal Accomplishment. Likewise, MH workers in outpatient settings scored higher on the MBI scale of Emotional Exhaustion, and they also reported higher levels of state anxiety. MH professionals who had experienced a suicide in their own personal lives scored lower on the Depersonalisation scale and higher on the scale of Personal Accomplishment. Receiving training on suicide prevention was associated with higher scores on the MBI scale of Emotional Exhaustion, whereas those who had received training in personal care and stress management scored significantly lower on the MBI scale of Depersonalisation and they also tended to report lower levels of anxiety (p = 0.062). Finally, the MH workers who had experienced a workplace related client suicide scored higher on the MBI scale of Emotional Exhaustion. As shown in Table 6 , male MH workers scored higher than females on Factor 1 (Preventability Beliefs). MH workers in outpatient settings scored higher on Factor 2 (Associated Distress), as did those who had experienced a workplace related client suicide. Interestingly, those who had received training on suicide prevention scored higher on Factor 3 (Prevention Role), but they also reported higher levels on Factor 2 (Associated Distress). Finally, consistent with the state anxiety findings in Table 5 , those who had received training in personal care and stress management tended (p = 0.060) to report lower scores on Factor 2 (Associated Distress).
Discussion
The decision to develop a novel questionnaire was taken because of the lack of availability of any validated scales for testing attitudes about managing client suicidal behaviours, although previous questionnaires have surveyed impacts of actual client suicide Dewar et al., 2000) . Given the strong and interpretable factor structure of the questionnaire (see Table 2 ), and the observed relationships with both well validated standardised scales (STAI-S and MBI) and other, locally devised, suicidality related questions about previous personal and work experiences, it seems reasonable to suggest that the current findings are meaningful and interpretable.
Even so, the limitations of this study must be borne in mind. In particular, the survey requires psychometric validation, the sample size is small and the responses come from employees working in an integrated mental health service in a circumscribed geographical area. Also, it may be that non-respondents have different views or patterns of suicidality experience that are not reflected in the observed responses.
The aim of the current study was to evaluate the impact, if any, on MH workers of their role in managing and dealing with client suicidality. The relationships between the three questionnaire factors, representing attitudes to client suicide, the scaled measures of stress and burnout, and the questions about service provision (such as inpatient versus outpatient work location) are complex but can be understood in terms of carer circumstances and conditions.
Participants working in outpatient environments scored significantly higher on MBI Emotional Exhaustion and on Factor 2 (Associated Distress) indicating greater stress and concerns about client suicidal behaviour. This supports the finding of Prosser et al. (1999) that workers in outpatient settings experience significantly higher levels of stress. These researchers also suggest that the lack of a ceiling to the caseloads of workers in the community, compared with the limit on bed numbers in an inpatient setting, could account for this difference. Here, however, the relationship with Factor 2, probably suggests that managing suicide risk in the uncertain and less controllable setting of the community, as opposed to the more controlled and co-worker supported inpatient setting, significantly contributes to the stress experienced by community MH workers.
Participants who had attended training in suicide prevention scored significantly higher on the MBI Emotional Exhaustion scale and on Factors 2 and 3 (Associated Distress and Prevention Role). Although these results appear to be somewhat anomalous, as they imply that further training results in greater stress, it may simply be the case that those working in higher acuity or more stressful environments are more likely to receive at least some level of generic suicide prevention training. However, it is important to note that those MH workers who had received training in personal care and stress management registered lower scores on the STAI-S and on MBI Depersonalisation and Factor 2 (Associated Distress). Notwithstanding, only one in four clinicians actually reported receiving specific training in managing their "own distress/concerns following the death of a client through suicide".
The low overall levels of Depersonalisation and high levels of Personal Accomplishment reported by the current sample, together with corresponding links for those with personal experiences of suicide, also tend to suggest that, on the whole, MH workers are a fairly resilient group, which is consistent with findings reported by Bowers et al. (2008) for mental health nurses in acute inpatient settings.
Taken together, these results indicate that training in suicide prevention needs to include a focus on personal self-care and stress management for workers. If training merely emphasises the burden of responsibility on MH workers, without providing help in how to deal with the emotional toll of working with suicidality, then it may be counter-productive, or even destructive, in terms of MH workers' emotional health.
The aim of this project was to investigate the impacts on MH workers of their role in managing suicidality on a daily and ongoing basis. If an important social agenda is to reduce the incidence of suicide (and, demonstrably, it is an important WHO target, implemented via widespread national and community-based prevention initiatives), and a particular group of workers are charged with the responsibility of conducting suicide prevention on behalf their communities, then it seems incumbent on the architects of such programs to understand how best to support these workers and reduce the negative impacts. This is indicated because of its potential influence on the care MH clients receive, and also from an Occupational Health and Safety perspective, as well as a broader humanitarian perspective of appropriately supporting those who provide an important public service. One continuing avenue for research may be to establish whether our findings that outpatient MH workers experience greater emotional exhaustion and associated distress is generalizable, and to investigate the factors which influence these differences. Such investigation may, for example, lead to implementation of strategies to reduce the burden experienced by outpatient MH workers relative to their inpatient colleagues. This project has asked questions of MH workers that they have not before had an opportunity to answer and has enabled the development of a questionnaire -Views about Suicide Prevention -Clinical Questionnaire -which can be used to further investigate and understand the issues that may arise for this workforce and their clients in delivering this potentially stressful aspect of their duties.
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